Pediatric Medicine
52 Timber Lane
South Burlington, VT 05403
802-658-2320 phone
Fax 802-863-6933 pedimedvt.com  Email: {nfo@padimsdvizom

RECORDS RELEASE AUTHORIZATION
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the exchange/release of information as indicated below.

Transfer records from Pediatric Medicine : OR Release to share records from Pediatric Medicine to
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Patient Name: D.O.B.

Patient Name; _ D.O.B.

Guardian/Patient Contact Information: Phone: %b/«)\ -lq% qgo E Mail: NO\V‘W \d\XW\W\@ﬁM
Address: . qu TCUQ( C %\ /u QA
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Please indicate reason for request:
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Please note:
* Records will be released to parent, guardian or legal age patient. If patient is 18 years or older,

the patient needs to sign this release.
* Picture identification may be required
*There is a fee for copying this medical record for transfer.
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